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To determine the behavioral risk :
factors for chronic diseases and injury, Imported Malaria and Use of Malaria 304
the Kentucky Department for Public Chemoprophylaxis by Travelers - Kentucky,
Health, Division of Epidemiology, | Maryland, and United States, 19931994
i utilizes the Behavioral Risk Factor
Bl Surveillance Systern  (BRFSS) to Indlemze Lpdahe S et e
3 conduct a representative  statewide
telephone survey of Kentucky residents, age 18 and older. In Sclected Reportable DISCASES ..o e sessererseranss

1995, 2,388 Kentuckians were surveyed to assess (heir
knowledge, attifudes and health behaviors that confribute to
vmnecessary disability, disease and premature death in the
state.

The BRFSS is coordinated by the Centers for Disease Control
and Prevention and is used to track leading health risk
behaviors in Kentucky and the United States, The following
are highlights from the Kentucky 1995 Behavioral Risk
Factor Survey.

SAFETY SEATBELT USE/NON-USE: 34.8% do not always
wear a seatbelt when driving or riding in a car.

HYPERTEMSION: 21.5% have been told their blood
pressure was high by a doctor, nurse, or other health
professional. 92.8% have had their blood pressure checked in
the past two years by a doctor, nurse, or other health
professional.

OVERWEIGHT: 33.0% are considered overweight (based on
1208 of ideal weight).

SMOKING: 27.8% are current smokers. 39.3% of current
smokers have quit smoking for one day or more in the past 12
muonths.

SMOEKELESS TOBACCOD: 4.8% currently use smokeless
fobaces,

ALCOHOL CONSUMPTION: 34.5% have consumed at
legst | drink of any alcoholic beverage in the prst month;
&, 7% have consumed 3 or more deinks on an occasion at least
ance in the past month; and 2.7% have consumed 60 or more
drifiks in the past month.

CHOLESTEROL: 31.0%% have never had their cholestersl
checked; 60.6% have had their cholesterol checked in the past 5
years; and 19.0% have been told their cholesterol was high,

DIABETES: 3.5% have been told by o doctor they had diabetes.

HEALTH CARE PLAN: 14.3% report having no health cars
plan, 24% of these respondents report never having health care
and 25,74 have not had health care in the past 5 vears,

FLU IMMUNIZATION: 52.1% of respondents over age 65
have hiad a flu shot in the past 12 months.

PHEUMONIA WACCINATION: 24.1% of rezpondents over
age 63 have had a poeumania vaccination .

PROCTOSCOPIC EXAM: 30.5% of respondents over age 30
have had a proctoscopic exam.

WOMEN'S HEALTH: 55.9% of women age 50 and over have
had a mammogram and clinical breast exam in the past 2 years;
25.5% of women age 40 and over have never had a
mammogram and clinical breas! exam; and 26.7% of women
age 50 and gver have never had a mammogram and clinical
breast exam.

CHILD SAFETY: OF children in the houschold age 5-15,
THA% abways use a seatbelt; 4.3% never use a seatbelt; and
95.5% of appropriate children wse a car safety seat. 54,58 of
children age 5-15 who ride a bicvele seldom or never wear a
helmes.
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~ Kentucky, Maryland, and United States, 1693:1954

The following article iz reprinted from MMFR,
Movember 1, 1996, Vol 45, Na, 43

Malaria surveillance has been maintained in the United
States since indigenous transmission was intermupted in the late
19405, Most reported cases in this country are acquired during
international travel or o¢cur among persons who resided in
malaria-cndemic couniries, During 1993-1994, the number of
reported cases increased in Kentucky and Maryland, This report
summarizes the investigations of these cases and compares
findings with national data from 1993, which indicate many
travelers who acquired malaria infection failed 1o lake
gppropriate chemoprophylasis.

Kentocky. During 19931994, a tofal of 16 confirmed cases
of malaria (shown in Table 1) were reported to the Kentucky
Department for Public Health, twice the total reported during
199]-1902, Case report forms were reviewed, and additional
clinical information was obtained through review of hospital
medical records and by contacting patients, reporting
physicians, or military health officers. Most infections were
acquired in Africa (seven {44%}), followed by Central America
(six {38%0]}) and Asia (three §199%}). Three of the six 1.5,
civilians with malaria reported using chemoprophylaxis during
exposurg; none of these patients had used a drug recommended
by CDC. Of the three civilians who did not use prophylaxiz,
Lo were unaware of the need, and one wias aware but did not
use it

Maoryland. In Maryland, 83 cases of malaria were reported
in 1994, a 46% increase over the 57 cases reported in 1993
CDC Malaria Case Surveillance Reporl forms, Maryland
Confidential Morbidity Report forms, and laboratory reports
were reviewed; local health departments were contacted for
missing data. OF the 75 cases with known country of travel, 53
(64% of all cases) were acquired in Alrica. Of the 37 115,
civilians for whom data were available, 13 (35%) reported use
of chemoprophylaxis during the period of probable exposure
(shown in Table 1). Of nine U5, civilians for whom
information about chemoprophylaxis was available, two (22%)
had used a drug recommended by CDC. The adequacy of their
dosing regimens was unknown.

United States. In 1993, state and territorial health
depariments reported 1275 cases of malaria to CDC (CDC,
unpublished data, 1993), a 40% increase over the 910 cases
reparted in 1992 (1) The increase reflected cases among
military personnel returning from Somalia and improved
reporting of cases identified in Mew York City. Most malaria
cases were acquired in Africa (58%4), followed by Asia (20%)
and Central America and the Caribbean (1194 (Table 1). Eight
deaths were associated with infection with Plasmodium
Jalciparum. OF the 482 ULS, civilians with imported malaria for
whom information aboul use of chemoprophylaxis was
available, 253 (32%) used chemoprophylaxis during the period
of probable exposure. OFf the 225 persons for whom
information about drugs used were available, 109 (4§%) used
recommended drugs; 37 (52%) of these patients had infections
consistent with relapse of P, vivay or P, ovele infection. Of the
34 nonrelapse-associated cases for which data about dosing
regimen were available, 11 (32%) used recommended doses of
melloguine, and 23 (68%) were noncompliant, Five of the 11
persons who were compliant had P. folciparam infection.
Serum levels of mefloguine were inadequate to provide
protection from blood stage infection in four of these five cases
for whom levels were measured (2). The remaining six persons
who were compliant were diagnosed with P. malarige infection
I-2 months after completing their course of chemoprophylaxis.
Overall, §4% of U5, civilians with malaria reported that they
had not used or had incorrectly used chemoprophylaxis.

Fepoead by I Ewbry, Jefferson Cownte Hpalth Depi, Louiralie; B Fingee,
M Seare Epidemiologis, Dept for Peblic Health, Kerwcky Cabims o
fealih Sver, M Byan, MIL © Ko, MI C Geoves, J Mosss, MO, E Parer,
MO, E Freapl, MIL I Duyer, MD, Siave Epidemialopiss. Simte of Marplang
Depr of Healrk aod Menitel Hygiene. Malarie Seetive, Epidemiology Br, Div af
Parasivie Divanes, Mutierel Conier for Iyteriows Dieaer, CDE

Editorial Note: Malaria is preventable through effective
chemaprophylactic regimens that are safe and well tolerated (3).
‘The drug of choice for travel to most arcas with chlorogquine-
resistant P. fidfciparum 5 mefloquine. In a previous survey of
139,000 European travelers to East Africa, the frequencies of
adverse reactions to mefloquine and chloroquine were similar
and included reports of dizziness in 7.6% and 5.3% of
metloquine and chloroquine users, respectively, and serious
neuropsychiatric reactions (i.e., fatal; fife-threatening, or
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disabling reactions or reactions that resulied in or prolonged a
patient’s stay in a hospital or lead to malignancy or congenital
anomaly]) in 0.009%% and 0.007%, respectively (3

The objectives of the national malaria survelllance system
are to identify episodes of malara transmission in the United
States and to monitor trends in imperted cases. Information
collected about trends in imported cases of malara and on the
effectivencss of chemoprophylactic measures used by travelers
assists in guiding prevention recommendations (4). The reasons
fior the increase in reported cases in Kentucky and Maryland are
pnknown but may include increased travel to malaria-endemic
areas, In these two states and nationally, most persons who
confracted malaria during fravel to 2 malara-endemic area
failed to use appropriate chemoprophylaxiz, OF those who did
uze chemoprophylaxis, fewer than half used an optimal drug or
dosing regimen for preventing malaria. Similarly low rates of
compliance with chemoprophylactic regimens (40%-30%) hiave
been documented in surveys of travelers (3-T)

Failure of prophylaxis may occur for at least four reasons.
First, travelers may not seek or follow advice or may receive

inaceurate advice regarding antimalarial medication, Second,
travelers may forget to use prophylaxis, may not completely
understand chemoprophylactic advice, or may be advised by
peers nob i uze chemoprophylaxiz (7). Third, persons wha visit
friends or relatives living in areas with endemic malaria often
are less likely than other tourists to obtain pretravel advice (8)
or o use chemoprophylaxis (5.8) and are more likely to have
malarial illnesses (90, Fourth, many physicians infrequently
provide prefravel advice to patients and may not be aware of the
current recommendations,

Prevention of malaria requires edu-;:atiug travelers about the
health risks associated with travel and the need to obtain
prefravel medical advice, and educating health-care providers
regarding  optimal prevention
recommendations, Providing written instructions to travelers
may decrease noncompliance caused by misunderstanding of
advice, Becanse travelers who visit friends or relatives may seck
prefravel medical advice through the health-care system less
frequently than other tourists, alternative means (e.g., through
ilve travel industry) may be necded to advise these persons. The
need for chemoprophylaxis and the choice of antimalarial

and accuratc  malaria

TABLE 1. Mumber and pereentage of reported cases of malaria, by selected characteristics -- % e
Kentucky *, 19931994, Maryland *, 1994, and United States ¥, 1993
13- 150 1944 1593
Foamls ks Maryland Uniled States
(=141 {=d33) (n=1275)
Charactersatic Mo [l Mo, (%) Mo, (%)
L5, eiviliam i (37 {44) 519 (41
Froporibon of cases acquired 16 {10y LK {10 i (3
by travel
Specics
Plasmuodiem vivax 7 (44} iH] (£2) L (52}
F. Fbciparum E el 4l (4T 457 (36}
P. ovale [ - | [ 11 41 [ 3]
P. malariae I [ ) 5 [ 53 i )
Plixcd z (13} ] - 2 [=1]
Linknawn I [ 65} E (1 &g [ 5)
Regian of acquisition
Alrica T [EEH 53 [54] 745 (35}
Asia 1 L) E (1) 450 L6
Ciemlral Aamrica & {IE} [ 81 14& [
Citrer/Lmknoavn i I (1) 125 (i
Propartion of 115, civilians who used
chemegnaphylaxis 3 {540 13 [35]) 253 {52}
Comect drug§ __ 0 33) 2 (22} 9 {48)
Camecl dase ** —— - LInkrsown 11 (32)
¥ 1594 population 1. R2E.000.
* 18 pepualation 5 (D0 (M
S i | eng population 260,521 BT .
VLS, Clvilkars for whoen informatbon abowt use of chemoprophylaxiz was gvamlable (one of three i Kemucky, two of nirs in
“Maryland, and 109 of 225 in ke Uniled Siates)
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medication depend on the travel destination (.2, country of
travel or urban versus rural seming); therefore, health-care
providers need to elicit a complete travel itinerary before
prescribing chemoprophylaxis. In addition, because optimal
chemoprophylactic regimens are not 100% cffective, pitticnts
and physicians need to be aware that prompt diagnostic
evaluation should be conducted i symptoms of malaria occur
after travel,

Copies of a travelers' information brochure on malaria
prevention measures, "Preventing Malaria in Travelers, A
Guide for Travelers to Malarious Areas,” is available for travel
companies and health-care providers and can be obtained by
sending a facsimile request to (770) 488-7761. Detailed
recommendations for preventing malaria are available 24 hours
a day by telephone ({404]) 332-4555) or facsimile ({404} 332
4365) from CDC's Malaria Hotline and are published annually
in Health Information for International Travel (107, available
frem the Superintendent of Documents, U.S. Government
Printing Office, Washington, DC 20402-9235; telephane (202)
S12-1500.

Health-care workers are encouraged to consider malaria in
the differential diagnosis of fever in persons recently retuming
from intermational travel and to report cases to state or local
health  departments. Consultation on  malariz  treatment
recammendations are available from CDC's Division of
Parasitic Diseases, Mational Center for Infectious Disenses,
telephone (770) 488-7760, from 8:00 am. to 4:30 p.m. eastern
time Monday through Friday and (4047 §39-2858 at other hours
and on weekends. Information is also available from the

Communicable Disease Program by calling 502-564-4478

Influenza Update. . .
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Division of Epidemiology.

The first laboratory confirmed influenza isolate of the current “flu™ season was
reported to the Division of Epidemiology on October 30, 1996, Influenza tvpe B was
comfirmed in a specimen taken from a person residing in Floyd County, Kentucky.
Subtyping was not done. Any guestions relating to influenza may be directed 1o the




TUGIUE S SOUR||I2UnE SUL 2B UHUM SOSED 250U Ajua 2350 Siaquinu 8seasg

OLA URIDSN JA GER JLA SE6LE] LA 966 m

oaoL Q08 g 0o aoe 0

....... 0 L T TEEEEY

SaEIR [, JOKoW

SISO|NMSGN |

siiydis
sisoeabys

SIS0 BUoES

(Bl s3I0y
0 ! plouds ] sduwingy
0 i EAUES |
L] i} B2y UoaiU)] Easasabuiuagy
al qE 45HH
0 4] alpod S3SEIW
% mm_.ﬂ mmmmw__mm ”Hﬂ g-LaU -uou sniedap
oL g srEogauoibi=n g snnedsy
52 ¥l siegdanug
0 0 suayydig Y snneday
WIOI aIx eyl SECI BN BB,
THNMHY =T::] P I IIIITET {01 X) BayLOUOS
SEEL
B Sy sIsousjoeqofidwen

ASNIMDIEA MO 40 S35¥ISIT sibuusw sndesy

Sae

9661 4390100 HONOHHL (OLA) 31¥J OL Hy3A AMDNLNIH NI S38vISIQ 318YLIH0d3Y a3Lo373as 40 S3S¥0

spodsy w sap M30jonuaprly Syomusy o R EERg



KENTUCKY ERTDEMTOLOGIC NOTES & REPORTS
Princed With State Funds
by ke

COMMONWEALTH OF KENTLUCEY

CABINET FOR HEALTH SERVICES
DEPARTMENT FOR PUBLIC HEALTH

275 EAST MAIN STREET
FRAMNKFORT. KENTUCEY 40421

Kemtucky Epldemiologie Notes and Reporis is a free,
munthly publication of the Kenbscky Depatment for
Pulblic Health. Maerinls may be reproduced wiltkout
pomisgion. For more infomstion call 502-564-3418.

Rice C, Lexch, MD, Commisssoner
Drepasument fiar Public Health
Reginald Finger, M3, MPH, State Epidemickogisi,
Drecior, Divizicn of Epidemialegy
Joyee A Bothe, Editeg, Assistant Directar,
Davizion of Epideminlogy

Comiribulors 1o this lssue:

EKaren Asher
Reginald Finger, M, MPH

BRI T kD Ty

R AL A 3 _.'.I-__*- At e en ::ﬂ::;':'_;"-'; -_'::'-:" " ey " A o
- Kentucky Lifestyles - 1995 jcontinued frum page 1) CRE e i e ;

FIREARM SAFETY: 47.8% of the respondents have leaded or unloaded firearms in the home or vehicle. Of those, 7.8% have
loaded firearms in their vehicle and 29.7% have loaded firearms in their home. 54.3% feel safer because there are firearms in the
home or vehicle. Excluding firearms carried because of work, £.3% have carried a loaded fireanm on their person outside the home
in the past 30 days for protection.

HIVVAIDS: 91.0% of respondents age 18-64 reported their chances of getting infected with HIV were "low" or "none”. 30.7% of
respondents age 18-64 have had a blood test for HIV,

This information is made available to Kentucky's public health agencies and health care providers 1o sérve as a resource as we
strive to shape the health of all Kentuckians. The importance of these data is especially reflected when reviewing causes of death
in 1994 from the Annual Vital Statistics Report. Of the 36,919 deaths in Kentucky in 1994, 64% were due to heart disease,
malignant neoplasms and cerchrovascular disease; all chronic diseases primarily caused by health risk behaviors.  Although
individoals are ultimately responsible for their health behaviors, their choices are influenced by social, economic and culteral
factors. The role of Kentucky's health care providers should be to strive to identify areas of concem and encourape the creation of
healthy environmenis through the development of both policy and programs. With a commitment frorm all health care leaders
throughout the Commonwealth, Kentuckians can improve their health status by developing a healthier lifestyle and routine
preventive care visits 1o their physicians.

For more indepth information relating to these risk factor data, we encourage you to contact the Division of Epidemiology,
Surveillance and Investigation Branch at 502-564-3418. A future isswe of Kemucty Epidemiologic Notes & Reports will compare
the FKentucky data with the cther States and the 1.5, as a whole,

Page & Eentucky Epldeminlagic Motes & Beporis = December 1996



